Study objective-The aim was to identify socioeconomic variables associated with deaths and hospital admissions due to hypothermia and to quantify the risk due to ambient outside temperature.
aged 70 or older compared to 64,oo of all deaths). Males and females had a similar incidence but case fatality was 3000 higher in males. In table III age standardised incidence and mortality ratios are presented by marital status. For each sex the incidence and mortality ratios show a significant trend increasing from married to single persons. This hypothermia mortality gradient is much steeper than that for all cause mortality, for which the age and sex standardised ratios are 86, 107, and 112 in the married, widowed, and single respectively (total population standardised mortality ratio= 100).
As would be expected, hypothermia mortality and incidence showed large seasonal variations and the case fatality rate was also significantly higher in winter months (table IV) . Using Edward's test8 on the monthly figures, a highly significant seasonal trend was seen (all cases: %2 = 406-3; df= 2; p < 0 0001; mortality: x2=332-3; df=2; p<0 0001). The highest numbers of both cases (280) and deaths (120) were observed in January and the lowest in July (38 cases and five deaths). temperature but a linear regression of the county rates versus average annual county temperature was not significant. Figure 2 shows the relationship between the annual hypothermia incidence in a county and the density of population in that county. With one exception counties with high population densities tended to have low rates of hypothermia. Annual hypothermia incidence per million in counties with a population of 33 persons per square kilometre (the median) or less is 67-9 (950o CI 62-0-74-2) compared to 47-6 (950o CI 44-4-51-0) in counties with densities above 33 persons/km2. Thus the geographical variation in hypothermia incidence seems related more to population density than to average temperature, which was confirmed by multiple regression of the county rates against both factors. The Poisson regression analysis of the rates against actual temperature on the day of death did not adjust for county differences. A very similar picture is seen when mortality is examined.
Discussion
This study confirms what Alderson2 found in the UK, namely that official statistics on hypothermia need to be interpreted with caution. In the present study 700o of patients identified as dying in location of a case, and temperature at which hypothermia occurred was estimated on the basis of the mean temperature on the day in question recorded at the nearest weather station. In addition these records are based on readings taken in the open and may not precisely reflect the temperature of a dwelling house if hypothermia occurred inside. However, the data used are the only available indicators of the temperature at which a death or hospital admission due to hypothermia occurred. Using these data the hypothermia risk variation with prevailing temperature has been quantified for the first time;
incidence and mortality doubled with each 5'C and 4'C fall in temperature respectively. 
